In a recent number of the Lancet, Dr Balfour has published a paper upon the so-called hsemic murmur, and the mechanism by which it is produced. To the contribution I added a case in illustration, along with some cardiograms and angiograms as graphic evidence upon a few of the interesting points. As a sequel to that paper, I now wish to bring forward a few facts relative to impulses having their seat over the situation of the left auricle.
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These impulses may be caused by very different remote agencies, which, however, all tend finally to the same process of dilatation. In the wards under Dr Balfour's care there have been, during the last four months, 55 condition showed no impulse whatever, and on palpation no apexbeat could be detected, but there was an impulse distinctly felt in the second left intercostal space two inches from midsternum. By percussion the right border of the heart at the level of the fourth rib was found to be exactly at the right edge of the sternum, and along the parasternal line at a distance of one inch to the left of that bone, the superior limit of the heart reached the lower border of the second rib. On auscultation over the mitral and tricuspid areas, a blowing systolic murmur had entirely replaced the first sound. This bruit was propagated over the whole cardiac area, but reached its greatest intensity just over the pulsation in the second interspace. The second sound was clear, that in the pulmonary area being accentuated.
Of the tracings taken from the impulse at the time, Fig. 1 Her arteries were atherosed, the pulse hard and regular. On inspecting the thorax the apex-beatwas seen in the normal situation, and there was present a well-marked impulse occupying the second intercostal space of the left side. Considerable throbbing was noticed in the carotid arteries, with turgescence and slight oscillation in the veins of the neck. On palpation, the auricular shock was felt to be forcible, and situated an inch and a half from midsternum; the apex-beat was three inches from the mesial line. The right limit of the cardiac note was found on percussion at the right edge of the sternum, and an inch to the left of the sternum, attaining the level of the lower edge of the second rib, whence it extended downwards into the note given by the liver. There was heard over the whole precordia a much-prolonged, loud, and somewhat harsh systolic murmur, which had three foci of maximum intensity?the mitral, the tricuspid, and the auricular areas. That in the latter was the loudest, and its greatest strength was heard to be over the point of impulse, from which it resonated strangely outwards over the lung as though consonating in some undiscoverable little patch of consolidation or small vomica.
This patient had, as the starting point in her malady, atherosis of her vessels. Through this occurred a hindrance to the blood-flow, and consequent reaction upon the heart, the natural result of which was dilatation.
[OCT. Fig. 4 represents the pulsation taken with the breath held. In it will be observed how the curves become more distinct and ample as the tracing lias proceeded. The cause of this is the arrest of respiration, which, by engorging the lungs and right side of the heart with venous blood, allows the left side to act more at an advantage, and, by removing part of the pressure in the left auricle, permits the ventricle to send a greater regurgitant wave into it. and from y to 8 are expirations during which the shock can be felt, while /3 and S mark the commencement of inspiration.
Case IV.?J. S., an unmarried domestic servant, set. 18, whose height only reached four feet two "and a half inches, and who weighed three stones and a half. For eight years previously, the patient had been weak, and six years before admission had been an inmate of the Eoyal Hospital for Sick Children on account of chorea. Three years later she was treated in the Eoyal Infirmary, and again during the previous winter she was for some time in Ward XV. The catamenia have never appeared.
When examined the patient was found to be phthisical, with consolidation of both lung apices. Her pulse was small, sometimes regular, but at other times allorhytlimic or arhythmic. A heaving movement was perceptible over the whole cardiac area. On palpation the apex-beat was found in the fourth left intercostal space three inches from midsternuin, and a powerful ventricular impulse was felt in the third interspace; but between the second and third ribs the most distinct pulsation existed, situated one inch and a half outside the middle line. When percussion was resorted to, the upper limit of the heart could not be defined from the consolidated lung; its right boundary was determined at the right edge of the sternum. In the mitral area there was no distinct first sound, only an ever so faint thump dying away in a loud systolic murmur. A bruit completely replaced the first sound over the tricuspid area, and in the auricular area the systolic murmur attained its greatest distinctness. In the pulmonary area there was accentuation of the second sound.
In the case of this patient there was then hypoplasia. According to Vircliow1 this condition is due to a congenital constriction of the aorta, to which any heart lesions are secondary. Here Fig. 3 , in the latter part of Fig. 5 , and forms the first peak of Fig. 7 . The doubt which hangs over this wave is whether it be due to auricular or to ventricular systole ; the auricle would be expected, a priori, to dip down in rear of the ventricle during its systole, thus causing a fall, and it appears to be almost certain that, of the two main curves, the earlier is due to the transmitted ventricular shock, and the final caused by the regurgitant wave of blood.
However this may be, it mainly concerns us here to know, that in no inconsiderable number of cases of heart disease, the wave of regurgitation into the auricle allowed by the incompetency of the mitral valve is of such magnitude as to give both tactile and instrumental manifestations of its presence.
